Background: In spite of a substantial body of empirical data, professional disagreement persists regarding whether and how religion and spirituality (hereinafter "R/S" and treated as a single concept) influences health. This study examines the association between physicians' religious characteristics and their observations and interpretations of the influence of R/S on health.
cians believed that R/S (1) often helps patients to cope (76%), (2) gives patients a positive state of mind (75%), and (3) provides emotional and practical support via the religious community (55%). Compared with those with low religiosity, physicians with high religiosity are substantially more likely to (1) report that patients often mention R/S issues (36% vs 11%)(PϽ.001); (2) believe that R/S strongly influences health (82% vs 16%) (PϽ.001); and (3) interpret the influence of R/S in positive rather than negative ways.
Conclusion:
Patients are likely to encounter quite different opinions about the relationship between their R/S and their health, depending on the religious characteristics of their physicians.
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F EW TOPICS IN MEDICINE GEN-
erate more disagreement than the relationship between religion and health. Consensus seems to begin and end with the idea that many (if not most) patients draw on prayer and other religious resources to navigate and overcome the spiritual challenges that arise in their experiences of illness. [1] [2] [3] Beyond this limited agreement, and in spite of a substantial empirical literature, [4] [5] [6] controversy remains regarding whether, to what extent, and in what ways religion and spirituality (hereinafter "R/S" and treated as a single concept) helps or harms patients' health. [7] [8] [9] In the context of the clinical encounter, physicians enjoy a privileged position from which to observe the influence of R/S on patients. This study takes advantage of physicians' unique perspective to ask what they observe. Yet physicians do not view R/S through uncolored lenses; they also have their own religious beliefs and practices, which may shape the way they interpret their own clinical experiences and the empirical data regarding the relationship between R/S and health. The study examines the hypothesis that, among US physicians, differing interpretations of the ways R/S influences health reflect, in part, differences in physicians' own religious characteristics.
METHODS
SURVEY DESIGN AND ADMINISTRATION
This study's methods have been described in detail elsewhere. 10, 11 In 2003, we mailed a confidential, self-administered, 12-page questionnaire to a stratified random sample of 2000 practicing US physicians 65 years or younger, chosen from the American Medical Association's physician masterfile-a database intended to include all physicians in the United States. We included modest oversamples of psychiatrists and several other subspecialties that deal particularly with death and severe suffering to enhance the power of analyses that are not central to this study (psychiatric and endof-life care). Physicians received up to 3 separate mailings of the questionnaire, and the third mailing offered $20 for participation. The characteristics of survey respondents are summarized in Table 1 . To decrease error from data entry, all data were double keyed, crosscompared, and corrected against the original questionnaires. This study was approved by the University of Chicago institutional review board.
SURVEY CONTENT
Criterion variables were measures of physicians' observations and interpretations of the influence of R/S on patients' health. We wrote the questionnaire items, listed in Table 2 , after review of the spirituality and medicine literature and data gathered from a series of qualitative interviews. 12 The items were then pretested and revised for clarity and cogency through several iterations of expert panel review. 13 Of note, we did not define the terms religion and spirituality on the questionnaire. Rather, we presented them together and allowed respondents to apply their own working definitions.
The primary predictor variables were measures of physicians' religious characteristics. Intrinsic religiosity-the extent to which an individual embraces her religion as the "master motive" that guides and gives meaning to her life 14 -was measured as agreement or disagreement with 2 statements: "I try hard to carry my religious beliefs over into all my other dealings in life," and "My whole approach to life is based on my religion." Both statements are derived from Hoge's Intrinsic Religious Motivation Scale 15 and have been validated extensively in prior research. [14] [15] [16] [17] [18] Intrinsic religiosity was categorized as low if physicians disagreed with both statements, moderate if they agreed with one but not the other, and high if they agreed with both. Physicians' religious affiliations were categorized as none (includes atheist, agnostic, and none), Protestant, Catholic, Jewish, and other religion (includes Buddhist, Hindu, Mormon, Muslim, Eastern Orthodox, and other).
We expected the religious characteristics of physicians' patients to influence their observations and interpretations, and Rarely/never 67
Abbreviation: R/S, religion and spirituality, treated as a single concept. *There were 1144 total respondents, but this varies slightly by outcome due to partial nonresponse. Table presents survey-design adjusted estimates of population frequencies for the full population of practicing US physicians 65 years or younger. Standard errors are Յ1.7% for all estimates in this table.
†These items preceded by "Considering your experience, how often do you think . . . " or "In your experience . . . " Those who marked "Does not apply" are not included in the denominator. religious persons in the United States are more likely to live in the South and the Midwest. 19 Therefore, we also examined region as a predictor. In multivariate analyses, we included physician age, sex, ethnicity, and primary specialty as controls.
STATISTICAL ANALYSIS
Case weights 20 were assigned and included in analyses to account for the sampling strategy and modest differences in response rate by sex and foreign medical graduation. Missing data and items marked "Does not apply" were excluded from analyses. We first generated estimated proportions for each survey item. We then used the Pearson 2 test and multivariate logistic regression to examine differences in several dichotomized criterion variables by intrinsic religiosity, religious affiliation, and region of practice. All analyses take into account survey design and case weights by using the survey commands of Stata/SE 9.0 (Stata Corp; College Station, Tex, 2005).
RESULTS
Of the 2000 potential respondents, an estimated 9% were ineligible because their addresses were incorrect or they were deceased. Among eligible physicians, our response rate was 63% (1144 of 1820). Details of response rate calculation have been reported elsewhere. 10 Foreign medical graduates were less likely to respond than US medical graduates (54% vs 65%) (PϽ.001), and men were slightly less likely to respond than women (61% vs 67%) (P = .03). These differences were accounted for by assigning case weights. Response rates did not differ by age, region, or board certification, and we found no differences in intrinsic religiosity by response wave. The proportion of respondents who reported religious affiliations as atheist, agnostic, or none declined slightly in later waves (P=.04), and after the close of formal data collection, we contacted 20 nonrespondents, among whom 75% (compared with 58% of respondents) agreed with the statement, "I try hard to carry my religious beliefs over into all my other dealings in life." These findings suggest that nonreligious physicians may have been slightly more likely to respond than religious physicians.
As detailed in Table 2 , two thirds of US physicians believe the experience of illness often or always increases patients' awareness of and focus on R/S issues, though only one quarter say that patients have mentioned R/S issues to a similar extent. A majority of physicians believe that R/S has much or very much influence on health (56%) and that at times a supernatural being intervenes (54%). Although the great majority (85%) believe that the influence or R/S is generally positive, few (6%) believe that R/S often changes "hard" medical outcomes. Rather, most physicians believe R/S often helps patients to cope (76%), gives patients a positive state of mind (74%), and provides emotional and practical support via the religious community (55%). Although few physicians report that R/S often causes guilt, anxiety, or other negative emotions (7%), leads patients to decline medically indicated therapy (2%), or is used by patients to avoid taking responsibility for their own health (4%), about a third believe that R/S has these harmful influences sometimes.
As summarized in Table 3 (1) report that their patients bring up R/S issues, (2) believe that R/S strongly influences health, and (3) interpret the influence of R/S in positive rather than negative ways. These associations persist in multivariate analyses that control for religious affiliation, region of practice, age, sex, ethnicity, and specialty. In multivariate analyses comparing physicians with those with no religious affiliation, Protestants are more likely to report that their patients bring up R/S issues and are more likely to believe that (1) God intervenes in patients' health, (2) R/S helps patients to cope, and (3) R/S sometimes prevents hard medical outcomes. Catholics are more likely to believe that God intervenes and that R/S helps patients to cope, and they are less likely to believe that R/S causes negative emotions. Physicians of other religious affiliations are more likely to report that their patients bring up R/S issues, that God intervenes, and that R/S strongly influences health and sometimes prevents hard medical outcomes.
Finally, physicians who practice in the South were more likely than those in other regions to report that their patients often mention R/S issues ( Table 4) . Those in the South and Midwest were generally more likely, while those in the West and Northeast were less likely, to believe that R/S influences health in strong and positive ways.
COMMENT
Most US physicians believe that R/S has a substantial and generally positive influence on patients' health and that on occasion the influence is due to divine intervention. Yet, whatever the mechanism, few physicians report that R/S often influences hard medical outcomes. Rather, as our group found in an earlier qualitative study, 12 physicians tend to interpret the influence of R/S by reference to the ways that religions provide paradigms for understanding and making decisions related to illness and communities in which illness is coped with and endured. The study also demonstrates that physicians' notions about the relationship between R/S and patients' health are strongly associated with physicians' own religious characteristics, even after controlling for region of practice and other covariates.
Earlier, more limited surveys also found that physicians are more likely to believe that religion influences patients' experiences than to believe that it instrumentally affects health outcomes. For example, 2 surveys in 1 academic health center found that large majorities of physician respondents agreed with the statement "Like other health-related patient behaviors (eg, regular exercise, proper diet, no tobacco use), patient religious beliefs positively affect health," 21, 22 and that religion "provides a support system for patients/families during times of crisis." 22 In contrast, much smaller proportions agreed with the statement, "Religious involvement reduces patient morbidity and mortality." 21, 22 In a related pattern, Koenig and colleagues 23 found that family physician re- spondents were more likely to believe that religion has a positive effect on the mental health (67%) than on the physical health (42%) of elderly patients.
With respect to physicians' religious characteristics, Siegel and colleagues 24 found that pediatricians in 1 medical center who had stronger levels of religious and spiritual orientation were more likely to believe that faith plays a role in healing and that pediatric patients would like to discuss R/S issues with their physicians. Our findings suggest that similar relationships are found between physicians' religious characteristics and a range of their observations and interpretations of the relationship between R/S and health.
We find it notable, particularly in light of perennial discussions about the relationship between science and faith, that most physicians apply medical science while maintaining a belief that God intervenes in patients' health. This also indicates a way that religious characteristics may influence the care of patients in clinical contexts like endof-life care in which some patients and families articulate hopes for miracles. 25 Compared with their secular colleagues, religious physicians may be more likely to share such hopes and to understand the religious frameworks from which they emerge. Further study is required to explore how these differences may affect the care patients receive.
As a cross-sectional survey, our study is not able to explain why religious and nonreligious physicians differ so markedly in their observations and interpretations of the influence of R/S on health. Perhaps physicians with different religious characteristics are exposed to different bodies of evidence. For example, we have found that religious physicians are much more likely than their secular colleagues to report that they regularly inquire about and discuss R/S issues with their patients. 10 This topic may bear semblance to others in clinical medicine (eg, the use of alternative therapies) in which the physician cannot know the beliefs and practices of a patient until and unless inquiries are made and "evidence" thereby gathered. If so, the evidence that physicians encounter will depend on those preexisting casts of mind that lead some to inquire about and discuss R/S with patients and lead others to consider such issues irrelevant or inappropriate. Abbreviations: CI, confidence interval; OR, odds ratio; R/S, religion and spirituality, treated as a single concept. *Percentage (population estimates accounting for survey design) of physicians from each religious category who agree with each of the criterion measures (PՅ.001 for all bivariate associations in this table by 2 analysis). †For agreement with each criterion measure after adjustment for all other covariates listed in Table 1 In addition, physicians' experiences will vary to the extent that patients and physicians aggregate based on religious concordance. Some such aggregation will occur by default because of regional variations in patients' and physicians' religious characteristics. For example, patients and physicians in the South are more likely to be religious than are those in other regions. It is not surprising, therefore, that physicians who practice in the South are more likely to report that their patients' often mention R/S issues. Likewise, if religious patients are more likely to talk about what they believe is God's intervention in their lives, that may explain why physicians in the South (even after controlling for physicians' religious characteristics) are more likely to believe such intervention actually occurs.
Patients and physicians with shared religious commitments may also aggregate more self-consciously. We might expect that patients for whom religion has stronger and more positive influence are more likely to seek out religious physicians and talk with them about the benefits of their religious experience. Likewise, patients for whom religion has more limited or negative influence may be more likely to select secular physicians and talk with them about the harms of their religious experience. To the extent that religious physicians more often inquire about their patients' R/S concerns and patients and physicians aggregate based on religious concordance, physicians of different religious characteristics will be exposed to different bodies of clinical evidence regarding R/S and health.
Yet it is also possible that, other factors being equal, physicians with different religious (or secular) commitments interpret the same body of evidence in very different ways. Notable in this regard is the fact that even within the empirical literature, intense scrutiny of the data has produced more conflict than consensus. [7] [8] [9] Our findings suggest that in the clinical domain, patients are likely to encounter very different ideas about the relationship between their R/S and their health, depending on the religious frameworks of their physicians. What the secular physician may not notice or may ignore, the religious physician may emphasize or exaggerate. The influence that one may interpret as weak and/or negative, the other may interpret as strong and/or positive.
It is not surprising that physicians' judgments are influenced by factors beyond scientific evidence. Indeed, the body of data collected by Wennberg 26 demonstrates that patterns of physician practice are often less related to empirical evidence than to regional economics, specialization, and cultural norms. It is perhaps also not surprising that studies have found religious characteristics to be associated with the ways physicians behave in talking about R/S issues and praying with patients in the clinical encounter. 10, 27, 28 However, the present study suggests something more-that the religious beliefs and practices of physicians also strongly influence the ways physicians interpret their clinical observations and the empirical data.
The study has important limitations. Although our study had a better-than-average response rate 29 and we did not find substantial evidence to suggest response bias, religious and other characteristics may have systematically affected physicians' willingness to respond in unmeasured ways. It is also possible to operationalize physician religiosity in different ways, using more items or different constructs, 30 though in other analyses our group found similar relationships for frequency of attendance at religious services and self-reported religiousness ("To what extent do you consider yourself a religious person?").
Limitations notwithstanding, these findings challenge any aspirations to a consensus interpretation of the relationship between R/S and health. Indeed, consensus is probably an unrealistic aim if disagreements are rooted in differences that go as deep as religion. These findings might rather lend support to the Association of American Medical Colleges' 31 recommendation that physicians "recognize that their own spirituality... might affect the ways they relate to, and provide care to, patients." Future studies should examine the ways physicians' religious (and secular) commitments shape their clinical engagements in these and other domains. Role of the Sponsor: The funding agencies did not have any role in the design, conduct, analysis, and interpretation of the study, nor in the preparation of the manuscript.
